Abstract: The prevalence of HIV infection among Nigerian youths has been persistently high and HIV
Introduction
The number of people living with Human Immuno Deficiency Virus is increasing steadily with subSaharan Africa being more severely affected. Worldwide, it is estimated that 38 million people are infected with HIV, with over 90% in developing countries and 64% in sub-Saharan Africa alone
. [1] Youth aged 10-24 years, which comprise about one-fifth of the world's population are the worst group affected with HIV/AIDs. Young people aged 15 to 24 years account for about 30% of all people living with HIV/AIDS and a half of all new HIV infections . [1] It has caused a lot of devastations to individuals, families, communities and countries . [2, 3] HIV/AIDS affects the health and wealth of households as well as infected individuals . [4] It can lead to decreased participation in formal education of young people, along with depleted family income due to loss of work, and eventually poverty. Poor disease management presents additional vulnerabilities . [5] Nigeria is one of the countries most affected. It has over three million infected people and a seroprevalence rate of 4.6%. [6] Over a period of 20 years, more than 60 million people have been infected with HIV and more than half of those newly infected are young people between 15 and 29 years old with the females more affected . [7] Since 1995, HIV prevalence rates among the youth in the most-affected states have increased considerably
. [8] Sero-prevalence survey shows that the prevalence among those aged 20-24years is 4.6% while that of 25-29 year olds is 5.6%. [6] Voluntary Counselling and Testing is a major intervention that can help to reduce the transmission of HIV . [9] It provides accurate and timely information about HIV/AIDS; identifies those affected by HIV for prompt care and treatment and encourage behavior change among those who are not affected. The number of people accessing the services is however still low. The 2005 National HIV/AIDS and Reproductive Health Survey (NARHS) revealed that only 11% of females and 12% of males had ever taken the HIV test. [10] A study conducted among some students of some higher institutions in Osun State showed that only 5% of them knew their status . [11] Studies have shown that risky sexual behaviour that can predispose to HIV is high in Nigerian universities. [12] However, little is known about HCT uptake and associated factors among corps members who have just graduated from these universities. Corps members are new graduates from higher institutions of learning and therefore present a good picture of students in the higher institutions. Moreover, they provide a rich mix of persons since they represent diverse ethnic and cultural backgrounds in Nigeria. This study was therefore conducted to determine the factors associated with acceptance and uptake of HCT among National Youth Corps Service members in Osun state Nigeria. The result will help policy makers to identify factors to be targeted for prevention of HIV AIDS.
II. Methods
The study location was Osun State, in the Southwest of Nigeria. The NYSC Corps members are usually posted to each state yearly. The study employed an analytical cross-sectional design. Assuming a 95% level of confidence, an estimate of HCT uptake of 17.8% and a maximum acceptable difference from true proportion of 5%, the formula for estimating single proportions was used to obtain the minimum estimated sample size of 225. A total of 1000 participants were eventually interviewed.
Respondents were recruited using systematic sampling technique. There were a total of two thousand five hundred corps members, divided into twenty platoons of one hundred and twenty five corps members each, at the orientation camp. The corps members in each platoon were given serial numbers from 1 to 125. Using simple random sampling method, a number was picked randomly between 1 and 3. The corps member whose NYSC number corresponded with that serial number was recruited first. Using a sampling interval of three (3), fifty corps members were selected from each platoon.
A pre-tested, semi-structured, self administered questionnaire which elicited information on respondents' socio-demographic characteristics, knowledge of HIV/AIDS, knowledge and attitude to HCT and HCT uptake was used. Ethical approval was obtained from the Ethics and Research Committee of the Obafemi Awolowo University Teaching Hospital, Ile-Ife. Permission to carry out the study was obtained from the State NYSC Director. Written informed consent was obtained from each respondent prior to data collection.
Data were analysed using the Statistical Package for Social Sciences version 15. Continuous data such as age were summarized as means. Discrete data were summarized as proportions and presented as frequency tables. Binary logistic regression was used to demonstrate the association between the independent, intermediate and dependent variables. Odds Ratios and 95% Confidence Intervals (CI) were generated for the explanatory variables. A p value < 0.05 was considered statistically significant. The independent variables included in the analysis were religion and ethnicity while the intermediate variables included knowledge of HIV, perception that HCT has advantages/benefits, perception that HCT has disadvantages, risk perception for HIV, prior sexual experience and sexual partner's screening status. The dependent variable, HCT uptake was measured by asking respondents whether they had been tested for HIV before or not.
III. Results
A total of 861 out of 1000 questionnaires administered were correctly filled and returned (response rate of 86.1%). The respondents were aged between 20-32 years; the mean age (SD) was 25.8 (3.3) years and most of them (70.4%) were in the 25-29 year old age group category. There were slightly more males (54.7%) than females (45.3%); 83% were Christians, 15% were Muslims while the rest belonged to other faiths. Most (84%) were of non Yoruba origin: Igbo 33.7%, Hausa 8.9% and other ethnic origins 41.3%. Thirty percent studied Social Sciences; 15.7% Pure and Applied Sciences and 10% Engineering. The rest studied other courses. Table 1 shows respondents' HCT uptake and their reasons for accessing HCT. Five hundred and eight (59.0%) of the respondents had been tested for HIV while the rest had not. The three most important reasons for having HCT were: in order to know their HIV status (59.8%), to reduce fear and anxiety (18.7%) and concern about risk of infection (18.1%). Table 2 shows reasons for not accessing HCT among those respondents who had not been tested for HIV. The three most important reasons were: perception that they were not at risk of being infected (80.5%), fear of testing positive (19.5%) and perception of being healthy without a need for HCT (18.7%). Table 3 shows the binary logistic regression model assessing the association between selected explanatory variables and HCT uptake (the dependent variable). Explanatory variables correlating with each other, for example, knowledge of HIV and knowledge of HCT were not entered together to avoid multi colinearity. The significant predictors of HCT uptake were risk perception for HIV and partner's screening status. Compared with respondents who felt they had no risk of HIV, those who perceived they had small risk, those unsure of their risk and those that had moderate risk were more likely to access HCT. However only those of moderate risk was significant {OR 2.47, (95% CI=1.38-4.42); p=0.002} Those who perceived themselves as being of great risk were actually less likely to have HCT compared with those who felt that had no risk at all. Compared with respondents whose partners had been screened, those who were not sure whether their partners had been screened {OR 0.25 (95% CI=0.17-0.36); p<0.001}, those who had no partners {OR 0.21 (95% CI=0.13-0.35); p<0.001} and those whose partners had not been screened {OR 0.22 (95%CI 0.14-0.34); p<0.001} were all less likely to have HCT. 
IV. Discussion
The study revealed that well over half of the respondents had been counselled and tested for HIV. This is higher than the uptake reported by most Nigerian studies. For example, some studies conducted among students in tertiary institutions in South Eastern and South Western Nigeria reported 26.4 and 5.0% HCT uptakes respectively . [11, 13] A study conducted among university students in Uganda reported that only 28% of them had ever taken the HIV test. [14] In addition, a multi-center study conducted among university students in South Africa, India and USA reported 20.0, 20.0 and 10.0% HCT uptakes among the South African, American and Indian students respectively. [15] The higher level of uptake obtained in the study might suggest increased awareness and acceptance of HCT among students of tertiary institutions. This can also be attributed to increased media publicity that is being given to HCT in recent times. The establishment of Youth Friendly HCT centres in some of our high institutions of learning, coupled with the availability of rapid kits test which makes it possible for HCT to be made available at conferences, seminars, religious and other public gatherings, can further explain the increased uptake.
The major reasons for accessing HCT were respondents' desire to know their HIV status (59.8%), to reduce fear and anxiety (18.7%) and concern about risk of infection (18.5%). Different studies elicited information on various reasons for accessing HCT, some of which differed from the questions asked in this study. However, among those whose questions were similar to those in this study, the most important reason for accessing HCT was equally people's desire to know their HIV status . [10, 13, 14] Other reasons given for accessing HCT included fear and anxiety over HIV status; as marriage requirements, for employment purposes, concern about risk of infection and desire to travel overseas . [10, 13, 14, 16] Differences in the reasons given for accessing HCT services can be due to the different populations studied, their perception of the risk of acquiring HIV and about who really requires HCT services. Among pregnant women, ante-natal care requirements may rank higher while issues about employment, marriage, and desire to travel overseas may rank higher among youths. Despite being at risk, people with poor risk perception may rank concern about risk of infection very low on their list while those who think that HCT is only for the sick might access it only if, and when they are sick.
In this study, the most important reason for not accessing HCT among respondents who had not been tested for the virus was perception of not being at risk of being infected. This is similar to the findings of studies conducted among youths in Uganda and Nigeria which showed that the commonest reason for not accessing HCT was because they were certain that they were not infected . [13, 14] Poor risk perception for HIV/AIDS has been noted to be common among young people and underscores the need for interventions that can enable youths to correctly perceive their HIV/AIDS risk and also effect behavioural changes that will make them less predisposed to the disease. The second most important reason for not accessing HCT services was fear of testing positive. The fear of knowing one's test result was the most frequent reason given for not testing for HIV. This was consistent with findings from other studies . [14, 15, 17, 18] The third most important reason for not accessing HCT services was perception of being healthy without a need for HCT services. This is corroborated by the reports of studies conducted in Nigeria, South Africa and Zambia which equally reported that those who felt they were healthy did not access HCT. The mindset that HCT is only for the sick has grave implications for the control of HIV/AIDS, a disease with a long incubation period
. [19] Most infected people look healthy for a long time and might not realize their need for HCT services until they become symptomatic. Learning about one's HIV status on time allows people to access care, support and treatment early if positive; and to make some important life decisions. It encourages those who are negative to continue their HIV preventive behaviours. The policy implication is that HIV/AIDS education should be intensified via the media, especially the fact that people can be infected and yet look healthy. The benefits of accessing HCT services early should also be emphasized.
One of the factors which significantly predicted HCT uptake in this study was self perceived risk of HIV. Compared with respondents who felt they had no risk of HIV, those that felt they had moderate risk were significantly more likely to access HCT. Surprisingly enough, those who perceived themselves to be at great risk for HIV were less likely to access HCT (though this was not significant). The result of this study is similar in part to some studies while it contrasts with some others. A study conducted in Tanzania showed that poor risk perception is negatively correlated with HCT uptake while high risk perception is positively correlated with HCT uptake. [20] Similarly, another study conducted in Uganda reported that those who perceived themselves to be at high risk of HIV infection were about five times more likely to be willing to be tested than those who perceived themselves as low risk. [21] The fact that those who perceived themselves to be at great risk of HIV infection were less likely to test, contrast with these studies.
Some studies conducted in Zambia however reported that even though self-perceived risk of HIV was positively associated with initial willingness to test, it was not associated with actually accepting the test . [19, 22] It is possible that fear of a positive result, of breach of confidentiality or of stigmatization could have prevented those who perceived themselves at high risk from accessing HCT services. Sexual partner's HIV screening status also significantly influenced HCT uptake by respondents in this study. Respondents whose sexual partners had been screened for HIV were more likely to access HCT compared with those whose partners had not been screened, those who were not sure whether their partners had been screened and those who had no partners. This finding is corroborated by the report of a study conducted in South Western Nigeria in which those whose partners had been screened for HIV were more likely to access HCT services. [23] Another study conducted among Ethiopian youth equally reported that those whose friends had tested for HIV were more likely to access HCT. [24] This finding is in keeping with one of the constructs of the Health Belief Model (cues to action). Cues to action are internal and external stimuli perceived by the individual that further makes him/her to take a health action. [25] In addition, it corroborates the result of a study which showed that people tend to take up those behaviours that their friends, spouses or relatives do, or approve of . [26] 
V. Conclusion
The HCT uptake among corps members in this study was fair. The most important reasons for accessing HCT were desire to know their HIV status; in order to reduce fear and anxiety and concern about risk of infection. The most important reasons for not accessing HCT services among those who had not done so were poor perception of the risk of infection, fear of testing positive and perception of being healthy without a need for HCT. The predictors of HCT uptake were self perception of the risk of HIV infection and partner's screening status. Health education to make people appreciate their risk of HIV better and recognize the benefits of HCT should be intensified.
